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SUMMARY 


The almost universal interaction of opposing and bal- 
ancing forces is discussed. The importance of balance 
among the body “humors” was appreciated by Hippoc- 
rates. 

Evidence is given for the origin of opposing and balanc- 
ing hormones from individual endocrine glands. 

The problem of the relationship between the “diseases 
of adaptation” and imbalance in steroid hormones is em- 
phasized. The disastrous effects of prolonged imbalance 
between opposing forces is suggested. 


Introduction 

N THE ANIMAL organism, as well as elsewhere in 
I nature, balances and antagonisms are evident. 
These “checks and balances” act as controls, help- 
ing in the maintenance of homeostasis. 

Hippocrates stressed the importance of balance 
among the various “humors” in the body. His 
theory that disease is determined by imbalance of 
the four “humors” (Blood, Phlegm, Yellow Bile, 
and Black Bile) is not literally correct. However, 
Hippocrates’ doctrine may not be so far from the 
truth as is generally thought. Recent studies sug- 
gesting steroid imbalance as an important factor in 
disease' are reminiscent of Hippocrates’ Humoral 
Theory. 

Various endocrine glands balance each other in 
some respects. The hypoglycemic action of insulin 
is opposed by hormones from the adrenal, thyroid, 
and pituitary glands. There seems to be an antag- 
onism between the antidiuretic action of the pos- 
terior pituitary and the diuretic action of the ante- 
rior pituitary,” thyroid,® and adrenal* glands. 

In single endocrine glands “humors” are pro- 
duce that oppose and balance each other. The sub- 
ject of opposing and balancing hormones from 
singl« endocrine glands is still new ; and there is yet 
much to be learned. Some of the data now available, 
however, will be presented. 


Anatomy of the Endocrine Glands 


The anatomy of several endocrine glands strongly 
suggests that more than one hormone is produced 
in individual glands. The anterior pituitary con- 
tains three types of cells : acidophile, basophile, and 
chromophobe cells. The islands of Langerhans in 
the pancreas contain at least two types of cells: 
alpha and beta cells. The ovary contains a variety 
of cell types: granulosal, thecal, interstitial, and 
luteal. The Graafian follicle and the corpus luteum 
are both in the ovary. The testis contains inter- 
stitial and seminal cells. The adrenal cortex con- 
tains three layers: the outer layer or zona glomeru- 
losa, the middle layer or zona fasciculata, and the 
inner layer or zona reticularis. 

What other evidence is there that opposing and 
balancing hormones are produced in individual 
endocrine glands? 


Evidence for Opposing Hormones 
in the Pancreas 

There are findings which are not easily explain- 
able if the islands of Langerhans secrete only a 
hypoglycemic hormone, insulin. Some of the phe- 
nomena in diabetes, clinical and experimental, could 
he better explained if there existed also in the pan- 
creas a hyperglycemic hormone. 

Insulin is produced in the beta cells of the pan- 
creas. Until recently no function had been ascribed 
to the alpha cells. In many diabetic persons at nec- 
ropsy, no pathognomonic changes in the islands of 
Langerhans are found with ordinary staining tech- 
nic. However, ordinary staining technic does not 
adequately differentiate the alpha from the beta 
cells. Several years ago Gomori perfected a differ- 
ential stain. He was able to show that in some dia- 
betic persons at necropsy, although the beta cells 
themselves might not be definitely abnormal, the 
alpha cell to beta cell ratio was increased.*» ® This 
suggests that the hyperglycemia might have been 
due to an absolute or relative increase in alpha cells. 

A number of diabetic patients require two, three, 
or more times the amount of insulin necessary for 


a totally depancreatized man. This might be ex- 
continued on next page 
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plained if the pancreas contained a hyperglycemic 
factor which, in the process of pancreatectomy, is 
removed. The removal of this hyperglycemic fac- 
tor would decrease the requirement for insulin in 
pancreatectomized persons as compared with the 
type of diabetic person whose beta cells are de- 
stroyed but whose pancreas containing alpha cells 
remains intact. 

One diabetic patient treated by pancreatectomy 
for carcinoma was found to be more sensitive to 
insulin after pancreatectomy. A diabetic patient 
described by Ricketts’ required no more insulin 
after total pancreatectomy than before—despite the 
fact that much islet tissue was present in the excised 
pancreas. This might be explained again by postu- 
lating that, in the process of pancreatectomy, the 
hyperglycemic-hormone-producing cells were re- 
moved. 

Certain brittle diabetic patients are more sensi- 
tive to insulin than some people with apparently 
normal pancreases. For instance, in administering 
insulin shock to psychiatric patients, larger amounts 
of insulin are often required to produce hypo- 
glycemic reactions than are sufficient to produce 
reactions in some diabetic patients. Certain dia- 
betic patients may have damage not only to the beta 
cells but also the alpha cells. Therefore, they may 
be more susceptible to injected insulin—lacking an 
opposing hyperglycemic hormone from their own 
islands of Langerhans, 

Diabetes associated with an islet cell tumor has 
been described. Unfortunately, differential stains 
were not performed to see if these were alpha cell 
tumors. 

McQuarrie® has reported several cases of spon- 
taneous hypoglycemia in which no evidence of dys- 
function of the adrenal cortex, adenohypophysis, 
or liver could be found. At operation no islet cell 
tumors were discovered. Part of the pancreas was 
removed nevertheless. No evidence of adenoma or 
hyperplasia of the beta cells was found in those in 
whom partial pancreatectomy was performed. Ex- 
amination of sections of pancreas stained with 
Gomori’s special stain unexpectedly revealed total 
or almost total absence of alpha cells. 

In experimental diabetes there are also findings 
to strongly suggest the presence of a hyperglycemic 
factor in the pancreas. Alloxan causes the destruc- 
tion of the pancreatic beta cells, but leaves the alpha 
cells intact. Animals made diabetic by alloxan re- 
quire very large doses of insulin. Pancreatecto- 
mized animals, on the other hand, require less in- 
sulin to keep the blood sugar normal. Also in 
dogs made diabetic by alloxan, pancreatectomy de- 
creases the insulin requirement. These findings 
suggest that although alloxan destroys the islet cells 
producing insulin, it does not destroy the cells 
which produce a hyperglycemic factor — alloxan 
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thereby producing a very severe hyperglycemia and 
glycosuria. This hyperglycemia and glycosuria are 
decreased upon removal of the pancreas!°—pre- 
sumably because the intact “hyperglycemia-pro- 
ducing” cells are removed in the process of pan- 
createctomy. 

Earlier, Young found that one of his dogs made 
permanently diabetic by injections of anterior pitu- 
itary extract required less insulin after its pancreas 
was removed surgically.'! Diabetes due to anterior 
pituitary extract injections may be closely allied to 
certain types of human diabetes. The beta cells are 
probably selectively destroyed, leaving the alpha 
cells to secrete their hyperglycemic hormone un- 
opposed. Pancreatectomy at this point removes 
mainly alpha cells. 

The evidence for the secretion of a hyperglycemic 
factor by the pancreas was even more convincing 
when it was found that many commercial insulins 
contain a hyperglycemic factor.!* Lately this hyper- 
glycemic factor has been separated from the insulin 
in pancreatic extracts.1* 

It would seem that there is good evidence that 
pancreatic hormones exist which oppose each other 
from the standpoint of their effect on the blood 
sugar level. 


The Possibility of Opposing Hormones 
in the Thyroid 


There is no conclusive evidence that the thyroid 
gland secretes a hormone which opposes and bal- 
ances thyroxin. However, there is one somewhat 
suggestive bit of evidence. That is that the patient 
with myxedema is more sensitive to the toxic effects 
of thyroxin than are patients with normal thyroid 
glands.'* Doses of thyroxin which only make a 
normal person mildly thyrotoxic may cause severe 
symptoms of toxicity when given to a myxedemat- 
ous patient.!° The exact reason for this is not 
known. It is conceivable that in a normal thyroid 
gland there might be a hormone which opposes and 
balances the effects of thyroxin; and that such a 
hormone may be absent in myxedematous patients 
whose thyroid glands are destroyed. It is admitted 
that this is only speculation. 


Opposing Hormones in the Anterior Pituitary 


Selye showed that the growth hormone from the 
anterior pituitary (STH) has an opposite action 
from that of the adrenocorticotropic hormone 
(ACTH), in certain respects.’° Selye has been 
able to produce “collagen diseases” in animals by 
administering STH. As is well known, ACTH 
causes regression and remission in the “collagen 
diseases.” If Selye is right, these are two anterior 
pituitary hormones which tend to oppose and bal- 
ance each other. 





OPPOSING AND BALANCING HORMONES FROM SINGLE ENDOCRINE GLANDS 


It was suggested by Nathan Talbot that the pitu- 
itary gland may secrete two types of ACTH'™— 
one stimulating gluco-corticoid secretion by the 
adrenal cortex, and the other stimulating the secre- 
tion of the ‘““N” type of hormone (often measured 
by the 17-ketosteroid urinary excretion). These 
two groups of adrenal cortical hormones tend to 
have opposing actions—gluco-corticoids being pro- 
tein-antianabolic hormones, and the “N” group be- 
ing protein-anabolic in action. If there are these 
two different ACTH’s, they would be opposing and 
balancing ACTH’s, 

Recent studies showed that purified corticotropin 
had greater antirheumatic activity than the equiv- 
alent amount of the cruder corticotropin from 
which it was derived. It has been suggested that 
this gain in total potency by purification might be 
due to the presence of an antagonistic hormone in 
the less pure corticotropin—this antagonistic hor- 
mone being removed by purification. 


Opposing Hormones in the Posterior Pituitary 

Under certain circumstances a posterior pituitary 
hormone causes diuresis in animals. Fraser found 
that in the rat, unanesthetized, oxytocic fraction 
(Postlobin-O ) caused a diuresis.'* He concluded 
that the pressor fraction (Postlobin-V ) antagon- 
izes the diuretic action of the oxytocic fraction 
(Postlobin-O) in rats. It is possible, therefore, 
that the posterior pituitary may secrete both diuretic 
and antidiuretic hormones. Fraser suggested that 
body water balance may be maintained by an inter- 
play between these two hormones. 

In reptiles and chicks a depression of blood 
pressure can be elicited by pitocin and a rise by 
pitressin.1® 2° 


Opposing Hormones in the Gonads and Placenta 


Both the ovary and the primate placenta secrete 
estrogens and progesterone. The actions of estro- 
gens and progesterone are antagonistic in several 
ways.*! The former increases uterine motility by 
augmenting the action of pitocin ; progesterone de- 
creases uterine motility by inhibiting the action of 
pitocin. Estrogen causes cornification of the vaginal 
mucosa. Progesterone prevents cornification of 
the vaginal mucosa. Progesterone alters the endo- 
metrium in such a way that it cannot be maintained 
by estrogen ; and in the monkey progesterone causes 
collapse of the sex skin. Estrogen can block decid- 
ual formation in the rabbit, the rat, or the guinea 
pig in the presence of progesterone. Estrogen in 
extremely small doses can inhibit the Hooker- 
Forbes reaction of the mouse uterus to progester- 
one.** It will not be necessary to mention all the 
examples of antagonism between these two hor- 
mones that are produced simultaneously in the 
follicle preceding ovulation, in the corpus luteum, 
and in the placenta. 
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There is evidence that the tubules of the testis 
may produce a hormone which apparently :** 
1) neutralizes some of the effects of testosterone in 
the tissues ; 2) inhibits the follicle stimulating hor- 
mone (Testosterone in small doses may stimulate 
the production of follicle stimulating hormone) ; 
3) stimulates the production of luteinizing hormone 
(Testosterone inhibits the production of luteiniz- 
ing hormone). It has been suggested that there 
may be two hormones from the testis having op- 
posite effects on the prostate gland—one causing 
enlargement and the other preventing enlargement. 
Prostatic hypertrophy in old men may be related 
more to imbalance of sex hormones than to overall 
decrease or increase.?! Both androgens and estro- 
gens may be produced in the testis and ovary—and 
probably also in the placenta and adrenal cortex.?! 
The opposing actions of estrogens and androgens 
are well known. 


Opposing Hormones in the Adrenal Medulla 

Lately it has been shown that the adrenal medulla 
produces two hormones, epinephrine and_nor- 
epinephrine, which in several respects oppose each 
other :*4 1) Epinephrine increases cardiac output ; 
nor-epinephrine decreases it ; 2) Epinephrine pro- 
duces a lowering of peripheral resistance; nor- 
epinephrine increases peripheral resistance ; 3) Ep- 
inephrine increases the pulse rate ; nor-epinephrine 
may decrease the pulse rate. 


Opposing Hormones in the Adrenal Cortex 
The opposing and balancing actions of several 
groups of adrenal cortical hormones will be dis- 
cussed at some length. For purposes of simplicity 
in discussion, the adrenal cortical hormones will be 
divided into three main groups: 
1) Gluco-corticoids—11-oxycorticoids or 11-17- 
oxycorticoids ; Compound E (cortisone, 11-de- 
hydro-17-hydroxy-corticosterone ) ; Compound 
F (11-17-hydroxy-corticosterone) ; “S” hor- 
mone of Albright 
2) Mineralo-corticoids — Desoxycorticosterone 
acetate (DOCA) ; Desoxocorticosterone ( Reich- 
stein’s Compound S); electrolyte or salt and 
water controlling hormones; “amorphous frac- 
tion” of Kendall; “sodium factor” of Hartman 
3) “N” Hormone of Albright—17-ketosteroids ; 
adrenal androgens 
Albright has shown that the gluco-corticoids and 
the “N” group of hormones are opposing hor- 
mones.”° The gluco-corticoids are protein-antiana- 
bolic hormones which prevent the synthesis of body 
protein from protein precursors. Consequently 
they cause a decrease of body protein—with a di- 
minished total muscle mass, and a decrease in bone 
matrix (osteoporosis). The “N” hormones, on the 
other hand, are protein-anabolic. They cause an 
increase of body protein with a building up of 


muscle and bone matrix. 
continued on next page 
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Many of the changes in Cushing’s syndrome are 
due to excess gluco-corticoids. In this condition, 
the ‘“‘N” hormone has been used successfully for 
therapeutic purposes to counterbalance the excess 
gluco-corticoids.2® The ‘““N’’ hormone used in the 
treatment of Cushing’s syndrome causes: 1) im- 
provement in the osteoporosis, 2) increased muscle 
and strength, 3) decrease in capillary fragility with 
diminished tendency to bruising, +) positive nitro- 
gen balance. 

Conversely, the adrenogenital syndrome has been 
successfully treated with cortisone —a_ gluco- 
corticoid.2* Albright pointed out that Cushing’s 
syndrome and the adrenogenital syndrome are ac- 
tually opposite syndromes. Each may be caused by 
a different type of adrenocortical tumor. Cushing’s 
syndrome is produced by a tumor that secretes 
gluco-corticoids ; and the adrenogenital syndrome 
is produced by an adrenocortical tumor that se- 
cretes the “N” hormone. In the adrenogenital syn- 
drome, as typified by the infant Hercules, there is 
an increase in body protein, in muscle, and in bone 
strength. In Cushing’s syndrome, there is a gen- 
eral decrease in body protein and muscle and bone 
strength. 

In addition to the opposing action of the gluco- 
corticoids and the ‘““N” hormone, there is impor- 
tant opposing and balancing action between the 
gluco-corticoids and the mineralo-corticoids. Thir- 
teen pieces of evidence to corroborate the statement 
that the gluco-corticoids in some respects oppose 
and balance the mineralo-corticoids are submitted : 





1. “Collagen diseases” have been produced in 
experimental animals by the injection of mineralo- 
corticoids.?* In these same animals, these “colla- 
gen disease” changes could be prevented if gluco- 
corticoids were given at the same time as the min- 
eralo-corticoids.*® In people, it has been shown that 
the gluco-corticoids cause remission or amelioration 
of the “collagen diseases.’’39 31 

2. Desoxycorticosterone acetate (DOCA ) ther- 
apy in Addison’s disease has sometimes been fol- 
lowed by pain and stiffness in the joints. These 
joint symptoms appearing after the use of DOCA 
are often cured by the administration of cortisone. 

3. Early batches of compound E and F caused an 
increase in arthritis in certain patients.*! This may 
have been due to the presence of mineralo-corticoids 
in the early batches of compound E and F that were 
used. As Selye has demonstrated, the mineralo- 
corticoids are capable of producing arthritic 
changes** which in turn can be reversed by the 
eluco-corticoids, 

4. Forsham has shown that the salt and water 
retaining action of DOCA is diminished if cortisone 
is given along with the DOCA.** It is of interest 
that cortisone alone causes mild salt and ‘water 
retention. 
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5. Patients with Addison’s disease are more sus- 
ceptible to the toxic effects of DOCA (i.e. hyper- 
tension, pulmonary and peripheral edema, and 
heart failure) than are people with normal adrenal 
glands.** Normal people are able to produce gluco- 
corticoids which may counteract the adverse effects 


of the exogenous DOCA. 


6. In Addison’s disease there appears to be two 
defects in water control. The first is that the kid- 
neys are unable to retain the proper amount of salt 
and water. This dysfunction is corrected by ad- 
ministration of DOCA. The second dysfunction in 
Addison's disease is the failure of a normal water 
diuresis to follow the ingestion of large amounts of 

rater. DOCA therapy does not cure this failure to 
perform a normal water diuresis.** It has been 
shown that a gluco-corticoid (cortisone) will re- 
store the ability to have a normal diuretic response 
to the ingestion of water, in patients with Addison's 
disease. In short, a mineralo-corticoid causes a 
retention of salt and water, whereas a gluco-corti- 
coid may facilitate a diuresis of water. 

7. Patients with Cushing's syndrome seem to be 
less affected by administration of DOCA than nor- 
mal people.** This may be due to an excess of 
gluco-corticoids in Cushing’s syndrome which may 
tend to minimize the effect of exogenous DOCA. 

8. Adrenal cortical extract does not cause hyper- 
tension though it contains some mineralo-corticoids. 
It has been postulated by Soffer*® that some other 
hormone in adrenal cortical extract opposes and 
prevents the hypertensive effects of the mineralo- 
corticoids present. 

9. It has been observed that hypertension pro- 
duced by DOCA can be prevented if adrenal cor- 
tical extract is also given. This suggests that there 
is a hormone in adrenal cortical extract which op- 
poses the hypertensive action of the mineralo- 
corticoid.3* 

10. DOCA promotes exudation by increasing 
hyaluronidase activity; while cortisone decreases 
hyaluronidase activity and exudation into joints. 
38, 39 


11. DOCA may increase sensitivity to insulin ” 


cortisone decreases it. 

12. DOCA increases the convulsive threshold; 
cortisone decreases it.*” 4! 

13. At the hospital where the author worked, a 
patient with arthritis of several years’ duration died 
in Addisonian crisis. The diagnosis of Addison's 
disease was not made till shortly before death. At 
post mortem the adrenal cortices revealed prepot- 
derant destruction of the zona fasciculata and zona 
reticularis—with practically intact zona glomert- 
losa. In most cases of Addison’s disease there is a? 


overall decrease of adrenal steroids and no arthritis 
continued on page 195 
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HRONIC constrictive pericarditis is a relatively 
C rare disease and its etiology has often been in 
doubt. White! states that although it is impossible 
at operation or autopsy in most cases to prove the 
etiology, the tubercle bacillus is the probable caus- 
ative agent. In a series of 53 cases,’ the etiology 
was obscure in 56.5%. Despite the fact that sec- 
tions of the pericardium were available in 46 of the 
53 cases, tuberculous involvement of the pericar- 
dium was proved in only 9 cases (17%). 

No attempt is made to review the literature since 
this has been adequately covered in other papers. 
This report is merely presented as an additional 
proven case of constrictive pericarditis due to tu- 
berculosis and an unusual combination of other 
tuberculous lesions. 


Case Report 


E.H.R., a 51-year-old, white, single, unemployed 
male groom entered the hospital because of short- 
ness of breath of about nine months’ duration, The 
patient claimed he had been in good general health 
until nine months prior to admission when he no- 
ticed shortness of breath on moderate to mild exer- 
tion and some hemoptysis. The shortness of breath 
became more severe and two months before admis- 
sion two-pillow orthopnea developed. For two 
weeks progressive ankle edema was noticed. It was 
painful and did not disappear at night. Kidney 
disease, excessive alcoholic intake, rheumatic in- 
fection and exposure to tuberculosis were denied. 
Because of two months unemployment and very 
limited means, nutrition had been very poor. 


Physical Examination: Temperature 100° F., 
pulse 84, respirations 20, blood pressure 130/80. 
The patient was a normally developed, poorly nour- 
ished, almost cachectic white male who appeared 
tired Init was rational and cooperative. The neck 
vas supple but showed marked venous distention. 
The chest was increased in antero-posterior diam- 
eter. ‘The lungs showed dullness with occasional 


rales at the bases. Heart size could not be deter- 
mined on physical examination. The sounds were 
faint and indistinct ; no murmurs were heard. P2 
was greater than A2. The abdomen was flat and 
soft ; however, the liver was palpable three fingers- 
breadth below the costal margin. No other organs 
or masses were felt. The legs were edematous to 
the level of the knees without evidence of peripheral 
vascular disease. 

Laboratory Data and Course in Hospital: On 
admission —WBC 8,750 with 86% polys; hemo- 
globin 9.3 grams%. Serology was negative. BUN 
9 mgm. % and glucose 81 mgm. %. An x-ray of 
the chest revealed moderately extensive fibrotic 
streaking infiltration involving both upper lobes. 
No cavitation was present and the cardiovascular 
silhouette appeared normal. ‘Two sputum smears 
were negative for acid-fast organisms. ‘The electro- 
cardiogram revealed a normal sinus mechanism and 
very small complexes in all leads with inverted T 
waves in leads 1, 2, 3, AVF, V3, and V4 (Fig. 1). 
Venous pressure was 228 mm. water and the circu- 
lation time from arm to tongue was 17 seconds 
(decholin ). 





nae ai Sth at, ER 


FIGURE 1 
Electrocardiogram showing extremely low complexes in 
all leads and inverted T waves in leads 1, 2, 3, AVF, 
V3, and V4. 


On the third hospital day, the patient became 


comatose and was found to respond only to painful 
stimuli. Examination at this time revealed that he 
could move extremities on his right side while those 


continued on next page 
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on the left were flaccid. Lumbar puncture was done 
and showed an initial pressure of 380 mm. water 
and final pressure of 140 mm, water. Fluid was 
clear. Examination of this fluid showed 61 RBC, 
10 polys and 5 lymphs. The cerebrospinal fluid pro- 
tein was 164 mgm. %, glucose 34 mgm. %, and 
chlorides 96 meq./1. The Hinton was negative. 
Smear for acid-fast organisms was negative. The 
patient was considered to have tuberculous menin- 
gitis. 

On the fifth hospital day streptomycin, 0.5 gm. 
every 6 hours intramuscularly was instituted. Lum- 
bar puncture was repeated at this time revealing 
initial pressure of 380 mm. water and final pressure 
of 210 mm. water. Fluid again was clear and on 
examination showed 400 RBC, 150 lymphs, and 
10 polys. Protein was 143 mgm. %, glucose 30 
mgm. %, chlorides 91 meq./1. Smear was negative 
for acid-fast organisms. 

On the sixth hospital day the patient’s condition 
remained poor and it was decided to start intrathecal 
streptomycin in doses of 50 mgm. daily. The patient 
received one dose. 

In spite of parenteral streptomycin therapy and 
vigorous supportive measures, the patient remained 
in coma and died on the seventh hospital day. Sub- 
sequent to his death the laboratory reported two 
sputum cultures and one cerebrospinal fluid culture 
positive for tuberculosis. 

Postmortem examination of the heart revealed 
the epicardium to be markedly thickened to 0.5 cm. 
in some areas (Fig. 2). No other gross abnormal- 


FIGURE 2 


Transverse section of heart showing markedly 
thickened and adherent pericardium. 


ities of the heart were noted. Microscopic exam- 
ination of the epicardium showed intense fibroblas- 
tic proliferation. Giant cells with peripheral nuclei 
were numerous. There were some areas of necrosis 
and hyalin degeneration. In some of these necrotic 
areas there was dense basophilic material inter- 
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preted as calcium deposit (Fig. 3). The upper 
lobes of both lungs revealed a gray anthracotic soft- 
ness with many areas of caseation. The lower lobes 
showed terminal bronchopneumonia. Microscopic 
examination showed several nodules with necrotic 
centers with calcium deposit surrounded by a hya- 
line collagenous layer. There was a concentric 
fibroblastic layer in which there were Langhan’s 
giant cells. The brain showed a grayish-white exu- 
date present in a few places along the blood vessels, 
There was an area of hemorrhage and fibrinous 
deposit on the left cerebral peduncle. 


FIGURE 3 


Microscopic section through outer myocardium and peri- 
cardium demonstrating dense collagenous tissue with 
inflammatory cell infiltration and Langhan’s giant cells. 


Comment 

The diagnosis of constrictive pericarditis was 
suspected in this case because of the markedly dis- 
tended neck veins, high venous pressure, distant 
heart sounds, essentially normal cardiac silhouette, 
extremely low voltage in the elctrocardiogram and 
absence of the common causes of congestive heart 
failure. 

The tuberculous etiology was not proven ante 
mortem as the patient expired a few days after 
admission and the tubercle bacilli were only isolated 
by culture from the spinal fluid and sputum. The 
presence of numerous giant cells of the Langhans 
type throughout the thickened pericardium in the 
presence of meningeal and pulmonary tuberculosis 
indicated similar involvement in this organ. More- 
over, the bilateral apical pulmonary disease and 
spinal fluid chemistries strongly pointed to this 
organism Clinically. 

It is interesting that no antecedent history sug- 
gestive of acute pericarditis was obtained from the 
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patient as has been the experience in a large per- 
ceritage of the cases of other series.” 


Summary 
A case of chronic constrictive pericarditis and 
terminal meningitis, both due to tuberculosis, is 
presented, 
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OPPOSING AND BALANCING HORMONES 
FROM SINGLE ENDOCRINE GLANDS 
continued from page 192 
In this case of Addison’s disease associated with ar- 
thritis, the zona glomerulosa was relatively intact. 
This is the part of the adrenal where the mineralo- 
corticoids are thought to be produced. The arthritis 
may have been due to insufficient gluco-corticoids 
to properly balance the mineralo-corticoids being 


produced. 


Hormone Balance and "Diseases of Adaptation” 

The concept of balance in hormones from single 
endocrine glands has been discussed—in particular, 
the balance between and among adrenal cortical 
hormones. Now the possible significance of the bal- 
ance in adrenocortical hormones will be considered. 
The big problem is whether or not the balance in 
adrenocortical hormones is intimately related to the 
pathogenesis of the so-called “diseases of adapta- 
tion.” 

Selye considers “diseases of adaptation” to be 
by-products, so to speak, of the body’s defense to 
long-continued stress under adverse circumstances. 
The adrenal cortex plays an important role in the 
body’s reaction to stress. Selye thinks that certain 
diseases are caused by a derailment of the adreno- 
cortical defense mechanism. He believes that the 
“collagen diseases” are brought about by such a 
derailment.42 The experiments by which he at- 
tempted to demonstrate this were done several vears 
ago. He was able to produce “collagen diseases” 
animals by three methods : 

. The injection of DOCA or other mineralo- 
corticoids. 

- The injection of crude, lyophilized anterior 
pituitary extract. 

- By exposing the animals to long continued 


Stress. 
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He was able to produce the above results more 

readily if the experimental animals were uni- 

laterally nephrectomized and kept on a high pro- 
tein, high salt diet. 

Not much attention was given to his experiments 
and theories in medical circles at first. 

In 1949 Hench et al. brought about dramatic im- 
provement in rheumatoid arthritis and other “‘colla- 
gen diseases” by the use of cortisone, a gluco- 
corticoid. The immediate question that came to 
people’s minds when they heard of and saw the 
almost miraculous improvement produced with 
cortisone was “Is rheumatoid arthritis due to a 
deficiency of adrenal cortical hormones?” It was 
quickly obvious, however, that overall adreno- 
cortical underactivity was not necessarily associated 
with rheumatoid arthritis. For instance, patients 
with Addison’s disease do not usually have rheuma- 
toid arthritis. In addition, Thorn showed, in a 
study of a large group of patients with rheumatoid 
arthritis, that a wide variation in adrenocortical 
reactivity existed in these patients.** He injected 
ACTH into patients with rheumatoid arthritis, and 
followed their eosinophile response. He found that 
some arthritics had a normal eosinophile response ; 
some had an increased eosinophile response ; and 
some had a decreased eosinophile response. He 
concluded from these studies that rheumatoid ar- 
thritis was not due to hypo- or hyper-reactivity of 
the adrenal cortex. 

Further evidence that overall decrease in adrenal 
hormones does not cause “collagen disease” is that 
Selye had produced similar lesions in animals with 
excess cortical hormones (mineralo-corticoids ). 
Conversely, a general excess of hormones is not the 
cause of “collagen diseases” since these diseases 
improve with excess cortical hormones (gluco- 
corticoids ). 

However, it is still possible that the pathogenesis 
of rheumatoid arthritis may be intimately related to 
an imbalance in adrenocortical hormones. There 
may be an excess of mineralo-corticoids in relation 
to the amount of gluco-corticoids present. Or, in- 
versely, there may be an insufficient amount of 
gluco-corticoids to prevent the deleterious action of 
the mineralo-corticoids. There are those who 
believe that such’an imbalance in adrenocortical 
steroids may be very intimately related to the 
pathogenesis of the “collagen diseases”-—and other 
diseases too. Whether this is so or not is one of the 
important problems that medical research has to 
solve today. 

To state the problem in another way : is cortisone 
causing improvement in the “collagen diseases” by 
a non-specific effect, or is it really attacking the 
fundamental pathogenesis of the “collagen dis- 
eases’? Selye believes the latter. Most investiga- 


tors seem to believe the former. Perhaps the ma- 
concluded on page 200 
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P* ENYLBUTAZONE (‘“Butazolidin”’ ) is 3,5 dioxo— 

1-2 diphenyl—4n Butyl pyrazoline.! It was 
formerly used in combination with dimethyl-amino- 
antipyrin; it is now being used equally effectively 
alone, thus eliminating the toxic effects of the latter. 
It is antipyretic, analgesic, and probably has a spe- 
cific anti-rheumatic action. The drug must be ad- 
ministered under close supervision. Toxic effects 
include thrombocytopenia, lowered hemoglobin, 
gastro-intestinal tract irritation, hematuria, and skin 
rashes. All these are reversible upon discontinu- 
ance.” 

The cases given below represent its effectiveness 
in two different types of arthralgia, and one type of 
neuralgia encountered on both the private and ward 
medical services of the Rhode Island Hospital. 


Case 1 

’.L..C., an 82-year-old white male was admitted 
on 1/12/53 with an acute exacerbation of his gouty 
arthritis, involving principally his right great toe 
and knee. He had been maintained on benemid for 
chronic symptoms, and colchicine for acute attacks. 
Colchicine was effective only when pushed to the 
point of toxicity. Cortisone was effective but severe 
rebound phenomena had occurred when it was 
stopped. 

Initial laboratory studies included a white cell 
count of 7,050 with a normal differential; blood 
uric acid level 7.8 mgm. % ; urinalysis revealed a 
few white blood cells. Temperature was 98.6 
orally. Corrected sedimentation rate was 32 mm. 
per hour. 

The patient was started on phenylbutazone 200 
mgm. t.i.d. by mouth on the second hospital day, 
reduced to 100 mgm. t.i.d. on the fourth hospital 
day ; discontinued on the sixth day. By the third 
day of therapy, all joint swelling was much re- 
duced, and range of motion was nearly normal. 
Patient was fully ambulant on the seventh day and 
able to undergo physiotherapy. By patient’s own 
admission this was the earliest that he had been able 
to get out of bed in any of his acute attacks. Serial 


laboratory studies included white cell counts of 
5,850 and 8,800 on second and third hospital days 
respectively. Blood uric acid was 8.5 mgm. % on 
seventh day. Corrected sedimentation rate 30 mm. 
per hour on sixteenth hospital day. 


Case 2 


M.R.T., a 60-year-old white female entered on 
1/5/53 with acute left femoral phlebitis. In addi- 
tion, a sciatic type of pain in the left leg had been 
present for about four years following pelvic ir- 
radiation subsequent to hysterectomy for proven 
carcinoma of the uterine fundus. The phlebitis and 
sciatic pain were considered separate process, but 
probably basically related to either radiation fibrosis 
or malignant spread. 

Initial laboratory studies revealed a corrected 
sedimentation: rate of 40 mm./hour, Hgb. of 9.9 
gms., RBC 3.58 million. 

The phlebitis was treated with dicoumarol and 
penicillin. Vitamin By2, 50 mgm. IM, was given 
daily for the first four days. The sciatic pain con- 
tinued requiring frequent demerol injections. On 
the fifth day, phenylbutazone was started in dosage 
of 200 mgm. t.i.d. by mouth. This was reduced to 
200 mgm. b.i.d. on the twelfth day, and raised to 
200 mgm. t.i.d. on the twenty-first day. During 
this period only one injection of demerol was re- 
quired, and patient stated that “her pain was better 
than at anytime since her operation four years be- 
fore.”” She was discharged on 200 mgm. daily. 

Serial laboratory studies revealed a sedimenta- 
tion rate of 40 mm. on the eighteenth day. Blood 
counts remained normal until discharge. 


Case 3 

M.A.M., a 64-year-old white male entered on 
1/28/53 with acute exacerbation of gouty arthritis 
of the right knee ; this joint was too inflamed to pal- 
pate or flex. Temperature was 101° orally. 

Laboratory studies inciuded a corrected sedimen- 
tation rate of 38 mm./hour; white cell count of 
10,050 with a normal differential ; and a blood uric 
acid level of 3.5 mgm. %. 

Phenylbutazone 200 mgm. q.i.d. by mouth was 
started on the first day. The temperature fell to 
normal on the third day. The swelling, tenderness. 
and heat of the knee decreased rapidly and patient 
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was able to ambulate on the third day and tolerate 
physiotherapy. Dosage was reduced to 200 mgm. 
daily on the sixth hospital day and discontinued on 
discharge on the seventh day. 

Corrected sedimentation rate was 40 mm./hour 
and blood uric acid, 4.4 mgm. % on the date of 
discharge. 


Case 4 


O.V., a 27-year-old white female was admitted 
on 1/31/53 with an exacerbation of intermittent 
fever present for over two years, and acutely in- 
flamed and swollen right wrist and left knee present 
about two months. A definite diagnosis had not 
been made but it was felt that an atypical form of 
rheumatoid arthritis was present. Temperature was 
103° orally. 

Initial laboratory studies included corrected sedi- 
mentation rate of 38/mm. per hour; Hgb. 8.3, 
RBC 3.12 million, white cell count of 10,200 with 
83 polys. 

Phenylbutazone 200 mgm. t.i.d. by mouth was 
begun on the third hospital day. On the fifth day 
the pain and swelling had markedly diminished and 
the patient was able to write with the affected hand 
and bear weight on the left leg. Temperature had 
fallen to 98.6° by mouth. Dosage was reduced to 
200 mgm. b.i.d. on the eighth day and 200 mgm. 
daily on the ninth day. On the ninth day all objec- 
tive swelling and limitation of motion had dis- 
appeared. 

Repeated laboratory studies on the eleventh day 
included sedimentation rate of 38 mm. per hour, 
Hgb. 8.6 gm., RBC 2.7 million, WBC 13,650 with 
86% polys. 


DISCUSSION: Phenylbutazone is a_ potent 
drug and close watch must be kept for toxicity. 
None developed in this series. While duration of 
treatment was brief yet marked relief of symptoms 
lessened by the third dosage day in all cases. 


The sedimentation rates and uric acid levels 
when elevated did show response paralleling the 
clinical improvement. For this reason it is probable 
that the basic abnormality of gout, i.e., hyper- 
uricemia is unaffected; and hence if no improve- 
ment in symptoms is obtained within 4-5 days, con- 
tinued administration of the drug is not justified. 
Benemid probably should be administered concur- 
rently for its long term uricosuric effect. 

The only side reaction noted was mild gastric 
upset ; this was controlled by reducing the dosage 
or giving the drug with milk. 

The inost important use of this drug would seem 
to be in short-term control of the acute arthralgic 
attack here colchicine or cortisone are not toler- 
ated. Once the exquisite pain is overcome, attention 
should be focused on proper physiotherapeutic 
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measures. There is a tendency with the multitude 
of effective hormonal and antipyretic drugs avail- 
able nowadays to treat the patient symptomatically, 
then lose track of him once he is partially ambulated. 
The basic concept in therapeutic rheumatology is 
restoration of the joint action as near to normal as 
possible by either active or passive manipulations. 
Medieation is important but should be regarded as 
only a means of obtaining this more important end ; 
that is, relieving the symptoms to the point where 
the joint may be exercised. Thus close cooperation 
between internist, orthopedist, and physiotherapist 
becomes essential. 


SUMMARY 


deneficial results following phenylbutazone ther- 
apy in four assorted arthralgic cases are cited and 
discussed. It is suggested that this drug may be 
valuable for early control of symptoms and facili- 
tation of physiotherapy. 
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ene CUTANEOUS MANIFESTATIONS of internal 
disease have long been of interest. In recent 
years, the bond between dermatology and internal 
medicine has grown stronger with the realization by 
the internist that the skin is often one of the first 
organs to show signs of systemic disease and as a 
result of the dermatologist’s increased study of 
those general disorders which are associated with 
cutaneous changes. 

Diabetes mellitus is one of the systemic diseases 
which is commonly accompanied by external mani- 
festations. Whereas most of the disorders of the 
skin associated with diabetes are not specific for that 
condition, they are more common in diabetics than 
they are in non-diabetics. Not infrequently the 
dermatosis is the presenting symptom of the dia- 
betes. At the Berlin University Dermatology 
Clinic,'* for example, 27 of a series of 1000 patients 
were found to have diabetes and only 13 of them 
were aware of this. The dermatologist made the 
diagnosis of diabetes in the others. 


I. Infections —Among the more common cuta- 
neous disorders in diabetics are pyogenic and 
fungus infections. The former include furuncles, 
carbuncles, erysipelas, ecthyma, paronychia and 
hidradenitis suppurativa. Greenwood,? in 1927, 
studied the skin of 500 diabetic patients. He found 
furuncles and carbuncles present in two per cent, 
with an incidence of seven per cent when a history 
of such lesions was counted. Pyogenic infection for 
the diabetic presents a serious problem and early 
and thorough care is imperative. 

Greenwood, in the same study, observed fungus 
infection of the feet in 40 per cent of his patients. 
Greenwood and Rockwood,? in a later series, noted 
clinical evidence of mycotic infection in the inter- 
digital spaces of the feet in 70 per cent of diabetic 
patients. According to Behrman and Levin,* der- 
matophytosis of the feet is the most frequently en- 
countered cutaneous disease in diabetics and they 


believe that the incidence is much greater than it is 
in others. However, there is such variation in the 
reported incidences for dermatophytosis in normal 
control groups that it is difficult to state whether the 
incidence in diabetics is actually greater than in 
non-diabetics. The importance of mycotic foot in- 
fections, nevertheless, should be stressed because of 
the fact that the erosion and fissuring so produced 
supplies a portal of entry for bacteria, with the 
possibility of resultant osteomyelitis or gangrene. 
In treating dermatophytosis in a diabetic only mild 
preparations should be employed so as to avoid the 
development of superimposed contact dermatitis 
which might result from the use of strong medica- 
tions. To prevent recurrence after the skin has re- 
turned to normal, sprinkling with a fungicidal foot 
powder is advisable. 

Moniliasis, a mycotic infection due to the yeast, 
Candida albicans, is frequently associated with dia- 
betes and its presence should always stimulate stud- 
ies to rule out the latter. The localized forms of 
moniliasis are as follows: 1.) Paronychia—the skin 
about the nail of one or more fingers becomes red, 
edematous and slightly tender. There is often infec- 
tion of the nail plate, with resultant dystrophic 
change. The condition is clinically differentiated 
from bacterial paronychia by the fact that with the 
latter there is usually marked tenderness and pain, 
along with the discharge of a thick, purulent mate- 
rial. Monilial infection, in contrast, is accompanied 
by only slight tenderness and a small amount of thin 
fluid. 2) Erosio interdigitale blastomycetica —a 
monilial infection of the finger webs, usually in- 
volving the third interspace of one hand, but occa- 
sionally bilaterally. One sees a red, eroded area 
with a surrounding white fringe of overhanging 
epidermis. 3) Perleche is an erosion of the labial 
commisure which in some cases is due to monilial 
infection. 4) Thrush—white patches are seen on the 
oral mucosa. It is a condition observed in infants 
and only rarely in children and young adults. 
Therefore, it is seen infrequently in diabetics. 
5) Vulvovaginitis, according to Weiner,'” is ob- 
served in about 50 per cent of women with diabetes. 
The vulva is edematous, reddish-blue, with abra- 
sions and excoriations. The inflammation is usually 
limited to the moist surfaces, but may extend to 
surrounding areas. Itching is generally a prominent 





CUTANEOUS MANIFESTATIONS OF DIABETES MELLITUS 


symptom. 6) Balanitis is less common than vulvitis, 
the ratio being 1:3.5 It is rare among the circum- 
cised, apparently since the dry glans penis does not 
supply the moist medium desired by the fungus. 
7) Intertriginous dermatitis—characteristically oc- 
curs in the axillae, groin and beneath the breasts, 
particularly pendulous ones. The central area is a 
well-defined, bright red, oozing patch, with sur- 
rounding small vesico-pustules. The eruption 
spreads by the formation of these vesico-pustules. 
Generalized cutaneous and systemic forms of moni- 
liasis are rare, but should be mentioned because all 
patients with this type of infection are candidates 
for diabetic study. Treatment of moniliasis in the 
diabetic should consist of first bringing the diabetes 
under control with diet and insulin and second, the 
use of fungicides. Of the latter, two per cent aque- 
ous solution of gentian violet and compresses or wet 
dressings with potassium permanganate are pref- 
erable. 


II. Pruritus.—Itching is perhaps the most com- 
mon cutaneous symptom of diabetes and is present 
in at least 25 per cent of cases. Occurring more 
frequently in the female, it may be generalized, but 
more often is localized as pruritus vulvae or ani in 
the female and as pruritus ani or scroti in the male. 
The skin of patients with diabetic itching usually 
shows just excoriations and in cases of long dura- 
tion there may, in addition, be lichenification. 
Treatment consists of controlling the diabetes, fol- 
lowing which there is disappearance of the itching. 


III. Nanthosis—Xanthosis or xanthochromia is 
a yellowish discoloration of the skin which is par- 
ticularly noticeable on the palms, soles and naso- 
labial folds. It is due to a disturbance in the ability 
to metabolize carotene and resultant increase in the 
carotene, and often the cholesterol, content of the 
blood. Nanthochromia is not limited to diabetics, 
Boeck and Yater® having found it in nine per cent 
of a group of patients with diabetes, in nine per 
cent of patients with renal disease and in three per 
cent of others selected at random. Treatment in- 
volves control of the diabetes and restriction of 
intake of carotene-rich foods. 


IV. Necrobiosis lipoidica diabeticorum. — This 
disease may occur in normal individuals, about 10 
per cent of cases being observed in non-diabetics. 
For this reason it has been recommended by some 
that the term “diabeticorum” should be omitted 
from the name. However, in a review of the litera- 
ture’ it was found that in 18 per cent of 45 cases 
the cutaneous lesions appeared one to eight years 
before the symptoms of diabetes. Accordingly, the 
suggestion has been made that in instances where 
the disease is found in non-diabetics one may pre- 
dict that diabetes will eventually develop. Single or 
multiple lesions occur predominantly in females, 
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with the extremities, particularly the lower ones, 
the usual sites. The fully developed lesion is a yel- 
low to red, round, oval or irregular, sclerotic plaque 
which has a glazed appearance. The surface, which 
may show some scale, is usually traversed by small 
telangiectases. Central atrophy is seen in the late 
stages. Recommended treatment has included soya 
lecithin-rich diets, vitamin I. and local cortisone, 
but at present there is no specific therapy. Control 
of the diabetes does not bring about a return of the 
skin to normal in these cases. 


V. NXanthoma diabeticorum.—tThis is character- 
ized by the sudden appearance of multiple, fre- 
quently pruritic, small, yellow to brown papules and 
nodules which may be discrete or become confluent. 
There is predominant involvement of the extensor 
surfaces of the extremities and the buttocks, with 
the palms and soles frequently involved. The con- 
dition tends to occur in severe diabetics and is the 
result of increased blood total lipid and cholesterol. 
On a diabetic diet and insulin there is prompt in- 
volution of lesions along with a rapid drop in the 
blood total lipids and a more gradual decline in 
cholesterol. 


VII. Gangrene—This is a serious complication 
of diabetes, but since it is generally a surgical prob- 
lem does not truly fall within the scope of this re- 
port. However, it would be well to point out that 
such gangrene is by no means limited to the lower 
extremities. In recent years there have been reports 
concerning its occurrence on the upper extremities, 
nose, orbit, tongue, lip, face, vulva and glans penis, 


VIII. Dupuytren’s contracture. — A somewhat 
greater frequency of this disorder has been noted 
among diabetics. It has also been estimated that 
about 20 per cent of patients with Peyronie’s disease 
(induration of the tunica albuginea of the corpora 
cavernosa penis), which often accompanies Dupuy- 
tren’s contracture, are diabetics. 

Various theories have been advanced to explain 
the increased incidence among diabetics of the cu- 
taneous diseases discussed. Rudy and Hoffman$ 
maintained that the latter are frequently of the pel- 
lagrous type and are the result of a deficiency of 
vitamin B, particularly nicotinic acid; in their 
opinion the hyperglycemia plays no role. Most in- 
vestigators, however, feel that the cutaneous mani- 
festations of diabetes are directly related to the 
altered carbohydrate metabolism. It has been stated 
that cutaneous changes are induced by the increased 
concentration of sugar or of intermediary and in- 
complete products of carbohydrate metabolism in 
the skin acting on the sensory nerves, secretory and 
vasomotor nerves, or directly on the capillary walls 
and glands. Jadassohn® regarded some of the skin 
diseases in diabetics as the result of a pathogenic 
influence exerted on the cutaneous bacterial flora by 

continued on next page 
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the sugar passing through the secreting glands. 
A final theory which might be mentioned is that the 
influence of carbohydrate on skin metabolism may 
be exerted through its effect on the water balance 
of the tissues, 

The skin disorders due to diabetes were divided 
by Urbach" into three groups: 1) those in frankly 
diabetic individuals as evidenced by fasting hyper- 
glycemia, 2) those in individuals with normal fast- 
ing blood sugar but abnormal glucose tolerance test, 
3) those in patients with normal blood sugar and 
glucose tolerance test, but with elevated skin sugar 
and abnormal skin glucose tolerance curve. The 
name of skin diabetes was given to the condition 
(generally recurrent furunculosis, sweat gland 
abscesses, folliculitis, dermatitis or pruritus, all 
resistant to ordinary therapy) as observed in this 
third group. In such cases, diabetic management 
with diet and, in some cases, small doses of insulin 
serves to bring the skin sugar down to a normal 
level and to clear the skin, while a diet rich in carbo- 
hydrate brings about recurrence of the disease 
manifestations. It has never been demonstrated 
that a case of this kind has progressed to frank 
diabetes. Nevertheless, it is most probable that 
there is a connection between this syndrome of 
therapy-resistant skin disease and elevated skin 
sugar and a disturbance of carbohydrate metab- 
olism, as in diabetes, involving only the skin, 


SUMMARY 

1. The cutaneous manifestations of diabetes 
mellitus are described and the theories concerning 
the relationship between the two briefly discussed. 

2. Such skin changes may occur in those with 
frank diabetes, those with latent diabetes (normal 
blood sugar but abnormal response to the glucose 
tolerance test), and those with the condition de- 
scribed by Urbach as skin diabetes. 
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OPPOSING AND BALANCING HORMONES 
FROM SINGLE ENDOCRINE GLANDS 


concluded from page 195 
jority of the physicians in the country believe that 
the action of cortisone in the “collagen diseases” is 
probably a non-specific “chemical” effect related to 
the analgesic, antipyretic, anti-inflammatory, anti- 
allergic, anti-toxic, appetite-stimulating, euphoria- 
producing actions of cortisone. 

Although the majority of medical opinion seems 
to conflict with Selye’s theory that the pathogenesis 
of the “collagen diseases” is intimately related to an 
imbalance in adrenocortical hormones, it has not 
yet been proven that Selye is wrong. The question 
continues unanswered. | am not attempting to an- 
swer the question. However, I would like to leave 
with you my feeling about the universal importance 
of opposing and balancing forces. When forces go 
unopposed and unbalanced in this world, the results 
tend to be disastrous. 

Robert Frost gives us an idea of what is liable to 
happen when the forces in the world become un- 
balanced : 


Some say the world will end in fire, 

Some say in ice. 

rom what I’ve tasted of desire 

i hold with those who favor fire. 

But if it had to perish twice, 

I think [ know enough of hate 

To say that for destruction ice 

Is also great 

And would suffice.* 

*From New Hampshire by Robert Frost. Copyright, 

1923, by Henry Holt and Company, Inc. Copyright, 1951, 
by Robert Frost. Used by permission of the publishers. 





BIBLIOGRAPHY 
The lengthy bibliography is not published in the 
Journal, but it is available on request to the author or 
the Rhode Island Medical Journal. 
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DOCTOR’S OFFICE FOR RENT 


A large suite in a medical building at 


293 Governor Street, with laboratory 


and parking facilities for patients. 
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DECISION 


io 14, 1953, will unquestionably go down in 
contemporary medical history as an eventful 
date. After eighty odd years of pursuing a policy de- 
signed to secure a status in government comparable 
to cabinet rank for the purpose of co-ordinating on 
a national level the progress and development of 
better medical care for the citizens of this country, 
the American Medical Association, despite potent 
opposition and only after considered deliberation, 
decided that American Medicine should support the 
President’s recommendation to make the director 
of Social Security, Oveta Culpt Hobby, a member 
of his cabinet. An assistant chosen from the ranks 
of doctors, is to have immediate and direct charge 
of medical affairs. 

This decision was not the result of haste. Many 
meetings of the Board of Trustees of the A.M.A., 
together with consultations in fields of government, 
politics, economics and associated areas of medical 
interest, developed the inescapable conclusion that 
failure to co-operate at this time with an administra- 
tion that has shown a willingness to entertain the 
ideals of American Medicine to the projection of 
which the last decade has been earnestly and en- 
tirely devoted, would be at least injudicious if not 
ungrateful, 


Since it had already been determined to send the 
reorganization bill to Congress and implementing 
its activation by absence of visible congressional 
opposition, the house of delegates had three courses 
of action possible. First, it could reject the pro- 
posal and be outside of all governmental policy- 
making circles ; second, it could take no action at all 
and be suspected incapable of unity and decision ; 
third, it could approve. The A.M.A. board of trus- 
tees recommended that the house of delegates re- 
affirm the A.M.A.’s stand for an independent 
department of health, but also support the reorgan- 
ization plan. As Dr, Louis Bauer expressed it: 
“A half loaf is better than none.” 

Admitting that this is far short of what Amer- 
ican Medicine has hoped for throughout the years, 
it is felt to be a progressive step in the right direc- 
tion. In addition, it is believed the action in no 
way compromises us or commits the doctors of 
America to a program that would be detrimental 
to their best interests or the public’s. 

Many delegates arrived at the meeting in a state 
of confusion. Some had even been instructed by 
their state societies to oppose the measure. All or 
almost all were convinced and acted accordingly. 


Since the die is cast, undivided support of the 
continued on next page 
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plan to which medicine is now dedicated cannot be 
withheld unless present medical leadership is to be 
stigmatized with repudiation and failure. The 
house of delegates of the A.M.A. by a unanimous 
vote has recorded its approval. Let us in Rhode 
Island as a state society and as individuals, do no 


less. 


TWO MILLION DEATHS AND INJURIES 


No, they didn’t occur in Korea, and they are not 
the World War II totals. 

They are the total number of Americans killed 
and injured in traffic accidents in 1952. The actual 
number was 2,127,600. 

The end isn’t in sight. How are we going to stop 
this increasing toll of accidents that promise to 
make our highways, in spite of all the scenic super 
roads, the greatest man-made hazard outside of the 
atomic weapons ? 

Last year’s traffic toll of deaths and injuries was 
the heaviest in history. But before you start re- 
counting your version of what’s wrong, give a 
moment to the interesting analysis presented by the 
Travelers’ Insurance Company as the result of a 
study by its statisticians who have collected and 
studied accident facts in each state: 

“The most dangerous mistake in driving last year,” 
report these authorities, “was excessive speed. Speed killed 
13,430 persons and injured nearly 600,000. Drivers under 
25 years old were involved in almost 25% of the year’s 
fatal accidents although they constitute only about 15% 
of the total of all drivers. 


“Three out of four 1952 auto accidents happened to 
passenger cars driving in clear weather on dry roads. 


“Eighty per cent of vehicles involved in fatal accidents 
were traveling straight ahead. 

“Saturday was the most dangerous day of the week 
to drive. 

“1952 was the third consecutive year of increase in 
the death toll.” 

That's the story in brief. And it is a sad reflection 
upon the American public who readily accept re- 
sponsibility for international problems in all fields 
of endeavor, but take no time to eliminate the great- 
est national problem outside of a world war. 

Unfortunately traffic accidents are a calamity 
only when they happen to you or someone you know 
well. We fail to respect the rights of others, and 
to recognize the dangers inherent in driving and in 
walking on our highways. Most of last year’s acci- 
dents, like those of previous years, and those that 
are happening every day now in 1953, could be 


avoided. 

The conclusion is inescapable—the responsibility 
is an indiyidual one upon every driver and every 
pedestrian to practice and to teach highway safety. 
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HEBREW JOURNAL SILVER ANNIVERSARY 


We have a tremendous lot of journals at tie 
Medical Library. It seems safe to say that no one 
of them is more unusual than HAROFE HAIVRI, the 
Hebrew Medical Journal. This is published half 
in Hebrew and half in English. 

Hebrew is written from what we call the back 
forward, that is from right to left. Naturally the 
pages are numbered that way, and our librarian tells 
us that it is rather tricky and confusing to collate 
the English portion (they do not attempt the He- 
brew portion). For instance, a very up-to-date 
arti le in the last number was on the ‘Pathogenesis 
and Therapy of Mental Retardation in Children.” 
This article begins on page 187 and ends on 181. 

The magazine is beautifully got up, printed on 
excellent, heavy paper and has plenty of advertis- 
ing. What makes it worthy of special mention at 
this time is the fact that they are just completing 
their 25th anniversary year. 

Hebrew is a very old language, but owing to the 
dispersal of the Jews throughout the world, the 
Diaspora, as we have just learned they are called, 
the Hebrew language has not kept up with modern 
medical terminology. 

Twenty-five years ago a group of Jews, with 
leadership, we believe, in Israel and America, de- 
cided to organize a crusade to overcome all this. 
HAROFE HAIVRI was one of their chief tools in 
accomplishing this. That it has accomplished a 
great deal is evident from one item with which we 
have just become acquainted. The students in the 
medical school at the Hebrew University in Jeru- 
salem take all their courses in Hebrew. 

We have always envied persons who were bi- 
lingual. We think that an honest pride in the back- 
ground of any people makes it reasonable for them 
to wish to know the language that their ancestors 
spoke. We have many able Jewish physicians in our 
midst, but we have a suspicion that very few of 
them could read quickly and intelligently the He- 
brew part of this journal. Perhaps it will stimulate 
them to take at least a stronger historical interest 
in their background. 

We congratulate HAROFE HAIVRL On their success- 
ful completion of twenty-five years in their interest- 
ing venture, 


WATCH YOUR STEP 


The article in this number of the JoURNAL on 
the use of phenylbutazone as an anti-rheumatic 
agent was accepted just before another case report 
came out in the JOURNAL of the AMERICAN MEDICAL 
ASSOCIATION on a fatality due to agranulocytosis 
following the use of phenylbutazone. We are glad 
that Dr. Pierik had made a careful, guarded report 
for us in which he said “Phenylbutazone is a potent 


drug and close watch must be kept for toxicity.” 
continued on page 204 





searle Research 
rogress Report: 


ontinued investigational work has re- 
ilted in Pro-Banthine, a new anticholin- 
gic drug with high potency, small dosage, 
inimal side effects, agreeable taste and 
nvenient dosage schedule. 


The new anticholinergic, Pro- 
Banthine* (brand of propantheline 
bromide) provides a powerful drug 
in the therapy of peptic ulcer, in- 
testinal hypermotility and other 
conditions of parasympathotonia. 

The high potency of Pro- 
Banthine permits its use in small 
dosage. With the suggested dosage 
of one tablet (15 mg.) with meals 
and two at bedtime there is little 
likelihood of untoward manifesta- 
tions. 

Pro-Banthine has a pronounced 
inhibiting action on stimuli at 
(a) the parasympathetic and sym- 
pathetic ganglia and (b) the effec- 
tor organs of the parasympathetic 
system. 

Pro-Banthine is produced for 
oral use in 15 mg. sugar-coated 
tablets. 

SEARLE 
Research in the Service of Medicine 
*Trademark of G. D. Searle & Co. 


Top—Section through duodenal 
bulb just distal to pylorus through Tee 

ee #8 ar > 
center of ulcer crater. VG beter 43 


Center—Healing ulcer with scar 
tissue and regeneration of tissue 
layers. 


Bottom—Healed ulcer with res- 
toration of mucosa. 











WATCH YOUR STEP 


continued from page 202 


Nevertheless, we feel that we should also add our 
warning to that contained in a recent editorial in 
the NEW ENGLAND JOURNAL OF MEDICINE on 
“Therapeutic Exuberance.” This editorial was 
apropos of an article on “Complications Induced by 
Anti-Microbial Agents” written by Drs. Finland 
and Weinstein. Nobody can accuse Dr. Finland of 
not recognizing the value of antibiotics and spread- 
ing the gospel of their use. In fact, as the editorial 
says, “It would be a gross misinterpretation of the 
purpose of their communication to . . . conclude that 
agents do more harm than good.” 

There are too many enthusiastic reports in the 
literature of the therapeutic value of new drugs not 
tempered, as Dr. Pierik’s article was, by careful 
warnings. A recent report from MEDICAL ECONOM- 
Ics states that check-ups show that the younger 
physicians are writing 70 per cent more prescrip- 
tions than the older ones. 

In this new era of wonder drugs it is not always 
too easy to “recognize the responsibility not to 
make the patient sicker by trying to do something 
on a non-scientific basis.”” The necessity for med- 
ical judgment was never greater than at the present 
time. 


HAVE YOU PAID YOUR A.M.A. DUES? 

The American Medical Association Annual Ses- 
sion will be held in New York City from June 1 to 
June 5, 1953. The headquarters, Scientific and 
Technical Exhibits, and other meetings will be at 
the Grand Central Palace, 44th Street and Lexing- 
ton Avenue. 

To avoid the usual congestion at the registration 
windows and to save yourself trouble and delay, 
the American Medical Association is issuing ad- 
vance-registration cards which will make it possible 
to quickly register instead of waiting in line to have 
your record checked with the membership roster. 

To register it is necessary for you to have a 
pocket card showing your membership dues in the 
American Medical Association paid for 1953. If 
you have not already sent in your check to cover 
1953 dues payable to the A.M.A. to the R. I. Med- 
ical Society at 106 Francis Street, we suggest that 
you do so at once, so as to give us an opportunity 
to forward the payment to the A.M.A. in time to 
issue a pocket card to you. An advance-registration 
card will also be mailed to you from the A.M.A. 
office. 

CLASSIFICATION OF DEATHS IN 


PROVIDENCE 


All death returns filed in the office of the City 
Registrar, Providence, are coded in accordance with 
the 1948 revision. Only one “cause of death” is 
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coded for each certificate. Just what code number 
will be given to the death will depend upon how the 
physician has signed out the cause of death. For 
example, should a physician simply write “acute 
miliary tuberculosis,” the code number would he 
“O19.” If, however, he mentioned the lung, tiie 
code number would be “002.” 

Syphilitis and its sequelae is coded from numbers 
020 to 029. Interstitial keratitis is assigned code 
number 020, aneurysm is assigned number 022, 
regardless whether it is specified as syphilitic or not. 
However, if the aneurysm of aorta is specified as 
non-syphilitic or if the aneurysm is specified as a 
dissecting aneurysm, then the code number is 451, 
If the cause of death is rupture of aorta, the code 
number is 451. If the cause of death is rupture of 
aortic aneurysm, the code number is 022. 

Diseases of the mitral valve and of the tricuspid 
valve are assigned to “Chronic Rheumatic Heart 
Diseases,” numbers 410 and 412. Diseases of these 
valves are assigned to 421 only when they are speci- 
fied as being of non-rheumatic origin. On the other 
hand, diseases of the aortic valve and of the pul- 
monary valve and other endocarditis, must be spe- 
cifically mentioned as being of rheumatic origin to 
be included among the rheumatic heart cliseases 
code numbers, namely 410-416. 

Arteriosclerosis of the kidney, associated with 
the heart conditions, would be assigned to 442. If 
the heart is not mentioned, then the code number 
would be 446. However, simple nephritis is as- 
signed to code numbers 590-594. 

We trust that every physician will pay careful 
attention to the wording of the “Cause of Death” 
so that the proper code number may be assigned. 


JosEPH SMITH, M.D. 
Superintendent of Health 
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oral penicillin 
which can 
be given 


with meals 


PERMAPEN 
ORAL SUSPENSION 


Palatable, easy-to-take peach- flavored 
Permapen Oral Suspension will maintain 
constant demonstrable blood levels of 
penicillin in most patients when just one 
teaspoonful is given every eight hours. 
These blood levels are independent of the 
relation of dosage to meals — in fact. 
Permapen may be given with meals with- 
out loss of efficacy. 

Supplied : 2 fl. oz. bottles, 300,000 units 


per 5 cc. teaspoonful. 


ermapen 


(BRAND OF DIBENZYLETHYLENEDIAMINE DIPENICILLIN G) 


intramuscular 
penicillin 
which gives 
most prolonged 
blood levels 


ANTIBIOTIC DIVISION 


PERMAPEN 
AQUEOUS SUSPENSION 


Free-flowing, easy-to-give Permapen 
Aqueous Suspension can eliminate the 
Streptococcus carrier state in most rheu- 
matic fever patients because just one 
injection will produce demonstrable blood 
levels in almost all patients for 14 days 
or longer—levels prolonged far beyond 
those attainable with other penicillin 

compounds, 
Supplied: In sterile, single-dose dispos- 
able Steraject* cartridges. 


600,000 units each, with foil- 
wrapped, sterile needle. 


MH TRADEMARK, CHAS. PFIZER & CO., INC 


CHAS. PFIZER & CO., INC 
BROOKLYN 6, N. Y. 
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THE DOCTOR DRAFT LAW 


Brief Analysis of the Proposed Department of Defense Bill 


Prepared by the Council on National Emergency Medical Service 


of the American Medical Association 





The Department of Defense has announced its inten- 
tion of proposing an extension of the “Doctor Draft Law,” 
Public Law 779, as amended, beyond the current expira- 
.tion date of July 1, 1953. A draft bill has been prepared 
to effectuate this extension and to make other changes in 
the present law. The Council on National Emergency 
Medical Service of the American Medical Association has 
prepared a brief analysis of this bill which we have re- 
printed below. It should be remembered that some 
changes may be made in the bill, but it will probably be 
placed before Congress substantially in the proposed 


form. 
C. JOSEPH STETLER, Secretary 


Council on National Emergency Medical Service, 
The American Medical Association. (March 9, 1953) 


The proposed Department of Defense Bill does 
these things: 

(1) Extends the “Doctor Draft Law” to July 1, 
1955. 

(2) Sets up two priority groups—(a) non-vet- 
erans and (b) veterans. Also retains liability of 
those physicians now registered and classified in 
priorities 1 and 2. 

(3) Group 1 to go by age—youngest first. Group 2 
to go by service—those with shortest service first. 
Present priority 1 and 2 men to go as their defer- 
ments expire. 

(4) Retains maximum induction age of 51. 

(5) Retains 24 months as required period of 
service. 

(6) Provides for deferments to maintain national 
health, safety and interest. 

(7) Defines military service to include enlisted and 
commissioned service since Sept. 16, 1940, ex- 
cept: (a) Army Specialized Training Program, 
V12 or Army Air Force College ; (b) Internship 
and residency training or Senior Student pro- 
grams. 

(8) Would excuse from registration liability any 
physician who is a member of a reserve com- 
ponent. 

(9) Would recognize service during World War 
II with countries which were allies of the United 
States. 


(10) Would exclude from any liability under the 
Act registrants or reservists who had 12 or more 
months of service since June 25, 1950. 

(11) Would permit the commissioning of aliens. 

(12) Authorizes the continuation of the national, 
state and local advisory committees to the Selec- 
tive Service System ; gives them added authority 
with respect to residents and faculty members. 

(13) Would extend until July 1, 1955 authority of 
the Secretary of Defense to transfer reservists 
between the Armed Services. 

(14) Would terminate reserve commissions auto- 
matically upon completion of stipulated active 
duty. This provision would be retroactive to 
Sept. 9, 1950. 

(15) Would authorize recall of reservists at rank 
“commensurate with professional education, ex- 
perience or ability.” Current limitation on num- 
ber of higher grades would be waived for phy- 
sicians. 

(16) Would withhold $100 extra pay per month 
from those registrants “inducted” even though 
later commissioned. 

(17) Continues authority of President to recall 
medical, etc., reservists until July 1, 1955. Those 
with 12 or more months of service since June 25, 
1950 would be excused. 

(18) Reservists with 12 or more months’ service 
since Sept. 16, 1940 would only have to serve 
17 months. 


The Proposed Department of Defense Bill would 
not: 


(1) Provide for limitation of age 50 on registra- 
tion. 

(2) Take cognizance of new registrants who would 
fall in present priorities 1 and 2. 

(3) Make provision of bill recognizing allied serv- 
ice in World War II retroactive. 

(4) Make provision permitting a reduced period 
of service (17 months) in certain cases retro- 
active ; thus would not help priority 2 men. 

(5) Require registration of non-medical reservists. 

(6) Permit a reservist to keep his commission even 
if he wanted to. 





APRIL, 1953 





An Outstanding New Treatmen 
for seborrheic dermatitis of the scalp 


FOR YOUR Rx ONLY—This simple yet notably 
effective new treatment for seborrheic derma- 
titis of the scalp is SELSUN Sulfide Suspension. 
With SELSUN, a six-week treatment will usually 
restore the scalp to a healthy, scurf-free condi- 
tion; then applications at intervals of one to 
four weeks will control both scaling and itch- 
ing for most patients. Applied while washing 
the hair, then rinsed out. Leaves scalp clean 
and odorless, won’t stain clothing or'linens. 
CLINICAL TRIALS!: 2:3 with 400 patients showed 
SELSUN to be effective in 81 to 87 percent of 
all cases of seborrheic dermatitis of the scalp, 
and in 92 to 95 percent of cases of common 
dandruff. Itching and burning usually stopped 
after the first two or three applications. Many 
of the cases had failed to respond to other 
methods of treatment. 

TOXICITY STUDIES!:? showed SELSUN had no ill 
effects when used externally as recommended. 
An ethically promoted product, SELSUN is dis- 
pensed only on the prescription of a physician. 


At pharmacies in 4-fluidounce 
bottles, with tear-off labels. Abbott 


SELSUN 


TRADE MARK 


SULFIDE 
Sugoension 


(SELENIUM SULFIDE, ABBOTT) 


NOTE: Federal law prohibits dispensing without 

prescription. 

1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. 
Dermat. & Syph., 64:41, July. 

2. Slepyan, A. H. (1952), Ibid., 65:228, February. 

3. Ruch, D. M. (1951), Communication to Abbott Lab- 
oratories. 1-59 
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PROGRAM ... 142nd ANNUAL MEETING 
RHODE ISLAND MEDICAL SOCIETY 


1953 At the Rhode Island Medical Society Library, Providence 





WEDNESDAY, MAY 6 
1:00-1:45 pw. REGISTRATION AND TOUR OF TECHNICAL EXHIBITS 
1:45pm. CALL TO ORDER 
GREETINGS FROM THE PRESIDENT, Apert H. JAckvony, M.D. 





“INTERESTING ASPECTS OF THE DIAGNOSIS 
OF BRONCHIECTASIS” 
Orto C. BRANTIGAN, M.D., of Baltimore, Maryland 


(Professor of Thoracic Surgery and Professor of Clinical Surgery, University 


of Maryland School of Medicine.) 





“WHAT THE PRACTITIONER SHOULD KNOW 
ABOUT POLIOMYELITIS” 
Louis WEINSTEIN, M.D., of Brighton, Massachusetts 


(Associate Professor of Medicine, Boston University School of Medicine; 
Lecturer on Infectious Disease, Harvard Medical School; Chief, Department 
of Infectious Disease, Massachusetts Memorial Hospitals.) 





“THE RELATION OF THE ENDOCRINES TO 
FEMALE GENITAL CANCER” 
Emit Novak, M.p., of Baltimore, Maryland 


(Assistant Professor Emeritus of Gynecology, Johns Hopkins Medical School ; 
Past President, American Gynecological Society.) 





3:30-4:00 p.m. INTERMISSION TO VISIT TECHNICAL EXHIBITS 





4:00 p.m. “MEDICINE AND THE BIBLE” 
Louis A. M. Krause, M.p., of Baltimore, Maryland 
( Professor of Clinical Medicine at the University of Maryland Medical School.) 
PRESIDENTIAL ADDRESS 
ALBERT H. JACKVoNY, M.D. 
(President, Rhode Island Medical Society) 
5:00 p.m. GENERAL SESSION OF THE SOCIETY 
INSTALLATION OF OFFICERS FOR 1953-54 
5:30-6:30 p.m. TOUR OF TECHNICAL EXHIBITS 


continued on page 2\0 
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7 :30-8 :30 P.M. 


8:30 P.M. 


9:00 P.M. 


2:45 p.m. 
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PROGRAM-142ND ANNUAL MEETING 
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EVENING SESSION 
REGISTRATION AND TOUR OF TECHNICAL EXHIBITS 





“DOCTORS AND HOSPITALS” 
Puitie D. Bonnet, M.D., of Boston, Massachusetts 
(Administrator, Massachusetts Memorial Hospitals; President, Massachusetts 


Hospital Association. ) 





THE TWELFTH ANNUAL CHARLES VALUE CHAPIN ORATION 
“THE PRACTICING PHYSICIAN AND ACCIDENT PREVENTION” 


Georce M. WHEATLEY, M.D., of New York City 


(Harvard Medical School, 1933, M.D.; Columbia University School of Public 
Health, 1942, M.P.H.; Chairman, Accident Prevention Committee, American 
Academy of Pediatrics; Third Vice President, Metropolitan Life Insurance 
Company—concerned with the administration of the Metropolitan’s public health 


education and research program.) 





RECESS AND TOUR OF EXHIBITS 





THURSDAY, MAY 7 
At the Rhode Island Medical Society Library 





CALL TO ORDER, President Albert H. Jackvony, M.p. 
RECOGNITION OF DELEGATES FROM OTHER SOCIETIES 





“NEWER CONCEPTS IN THE TREATMENT OF 
CIRRHOSIS OF THE LIVER” 
JoHN Mappen, m.D., of New York City 


(Director of Surgery, St. Clare's Hospital, New York.) 





“NEWER ASPECTS OF SODIUM METABOLISM; CORRELATION 
OF CLINICAL WITH THE CHEMICAL PICTURE” 


Joun H. Bianp, M.p., of Burlington, Vermont 


(Assistant Professor of Medicine, University of Vermont College of Medicine.) 





“DIAGNOSIS AND TREATMENT OF INTRINSIC LESIONS 
CAUSING SHOULDER PAIN” 

Davin M. BoswortH, M.D., of New York 
(Attending and Director of Orthopedic Surgery at St. Luke’s Hospital, New 
York City; Attending and Professor of Orthopedic Surgery, New York Poly- 


clinic Graduate Medical School and Hospital; Attending and Director of 


Orthopedic Surgery, Sea View Hospital, New York City.) 
concluded on page 212 
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points to 
remember about 


Antrenyl ...xi: 


OXYPHENONIUM BROMIDE CIBA 


New High Potency Anticholinergic 
for adjunctive therapy in 


Peptic Ulcer 
Spasm of Gastrointestinal Tract 


. Mg. per mg., one of the most potent 
of all anticholinergic agents. 

- Recommended dosage approximately 
one-tenth that of certain other 
anticholinergics. 


3. No bitter aftertaste. 


4. In individual doses, well tolerated 
and side effects absent 
or generally mild. 


- Usually no esophageal or gastric irritation. 


. Convenient q.i.d. dosage schedule. 


anil . Economical. 
upplied: 
TABLETS, 5 mg., scored; bottles of 100. . Two easy-to-take forms: Tablets and Syrup. 
SyRuP, 5 mg. per teaspoonful (4 cc.) ; 

bottles of 1 pint. CIBA PHARMACEUTICAL F $, INC., NEW JERSEY 











Ciba 
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PROGRAM-142ND ANNUAL MEETING 
concluded from page 210 


3:45-4:15 p.m. INTERMISSION TO VISIT TECHNICAL EXHIBITS 





“THE EFFECT OF ACTH AND CORTISONE UPON 
THE GASTROINTESTINAL TRACT” 

Seymour GRAY, M.D., of Boston 
(Assistant Professor of Medicine, Harvard Medical School; Senior Associate 
in Medicine, Peter Bent Brigham Hospital; Consultant in Medicine, Chelsea 
Naval Hospital ; Attending Physician, Veterans Administration Hospital, Boston, 


Massachusetts. ) 





6:00-7:00 p.mM. RECEPTION ... At the Narragansett Hotel 
(For members of the Society and their guests) 





DINNER ... At the Narragansett Hotel 


(For members of the Society and their guests) 





Presiding: CHARLES L. FARRELL, M.D. 
Anniversary Chairman 


(President, American Association of Physicians and Surgeons. ) 
Presentation of the Charles V. Chapin Memorial Award by 


HonorRABLE WALTER H. REYNOLDS 


Mayor of the City of Providence 





Greetings 


HonoraB_E DENNIS J]. ROBERTS 


Governor of the State of Rhode Island 





Address: “WHERE DO WE GO FROM HERE?” 
Hanson Batpwin, of New York City 


(Military Editor, The New York Times; Pulitzer Prize Winner; Author, 


Lecturer and Commentator. ) 





PATRONIZE 


JOURNAL 


ADVERTISERS 








for caloric boost 
without gastric burden 
...when weight gain 
is the objective 


FA.) DEC 


TRADEMARK 











[ORAL FAT EMULSION SCHENLEY | 


Just 2 tablespoonfuls of EDIOL* 
oral fat emulsion q.i.d. add 600 
extra calories to the daily diet 
without increasing bulk intake or 
blunting the appetite for essen- 
tial foods. This EDIOL regimen 
is the caloric equivalent of: 

6 servings of macaroni 

and cheese, or 

1 dozen Parker House rolls, or 

12 pats of butter, or 

8 boiled eggs, or 

6 baked potatoes, or 

914 slices of bread 


EDIOL is an exceptionally palat- 
able,creamy emulsion of coconut 
oil (50%) and sucrose (12%2% ). 
The unusually fine particle size 
of EDIOL (average, 1 micron) fa- 
vors ease of digestion and rapid 
assimilation. For children, or 
when fat tolerance is a problem, 
small initial dosage may be 
prescribed, then increased to 
the level of individual tolerance. 


Available through all pharma- 
cies, in bottles of 16 fl.oz. 


schenley 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG, INDIANA 
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No Profit in Rhode Island? 


The crocodile tears shed by the special feature 
writer of our largest newspaper for the insurance 
companies writing workmen’s compensation insur- 
ance in Rhode Island are hardly warranted when 
one reads the reports filed with the state insurance 
department. Decrying that the companies make no 
profit on the business here, the news writer certainly 
tried hard to leave the impression that the doctors, 
lawyers and injured workers use up most of the 
premium payments contributed by industry under 
this program. Just what has been the bill? The 
accumulated totals from 1947 through 1951 show 
that the direct premiums paid amounted to $31,- 
121,716 while the direct losses were a little over 
half that amount, a total of $16,905,955. The fif- 
teen million difference certainly was sufficient to 
pay local and state taxes, and still leave more than 
a mere pittance to be called profits. And if there is 
no profit in the business in Rhode Island it is strik- 
ing indeed to note that within the past three years 
two local insurance companies have invaded this 
poor-paying field of business. One took in over ten 
thousand dollars in premiums in two years and paid 
out only $2,700 in losses, while the other picked up 
$111,000 in premiums and paid losses amounting 
to $28,000. For our money it looks like one of the 
most profitable unprofitable businesses outside of 
daily double at Narragansett when two also rans 
break the tape winners. 


Gamma Globulin 


A recent agreement has resulted in the placing of 
all gamma globulin purchased by the National 
Foundation for Infantile Paralysis under the con- 
trol of the Office of Defense Mobilization. The 
Polio Foundation recently purchased the present 
inventory of certain processors of commercial 
gamma globulin, as well as the future production. 
All parties concerned have agreed that gamma glob- 
ulin will be available for measles prophylaxis and 
for use by physicians in the treatment of infectious 
hepatitis, irrespective of the resulting limitation of 
gamma globulin available for use in poliomyelitis 
epidemics. Allocation will be through state health 
officers, and physicians who are unable to purchase 
it through regular drug channels are advised by the 
National Foundation to request supplies from state 
health departments. The purpose of these controls 


is to avoid wasteful use of gamma globulin, since 
it has been obvious for the past year that there will 
be a short supply. 


Summer Camps in R. I. 


A new directory of summer camps ‘for Rhode 
Island’s boys and girls is now available through the 
Council of Community Services at 100 North Main 
Street, Providence. The booklet, priced at 50c, lists 
and describes 75 resident, day and week-end camps 
in the State, with sponsors, facilities and fees. Also 
included are a limited number of camps outside 
Rhode Island. 


One for Every 1,691 Persons 


That’s the ratio of dentists to the total popula- 
tion, according to a recent report of the American 
Dental Association. There are now 91,638 dentists 
in the United States of whom 7,423 are serving 
with the armed forces and the Veterans Administra- 
tion. While the total number of dentists has in- 
creased substantially, the proportion of dentists to 
the population has decreased slightly in every re- 
gion except the southwest. The New England 
region is third in rating with a ratio of one dentist 
for each 1,540 residents. 


The Years Ahead 


Much has been said, and more written, about the 
life expectation at birth for those of this decade. 
Now Dr. Louis I. Dublin, eminent statistician of 
the insurance industry, has pointed out some en- 
couraging things of those of us who are well 
launched through the twentieth century. “Longev- 
ity at the middle ages and at the advanced ages has « 
not gained materially in the recent past,” Doctor 
Dublin points out, “but, today, with research con- 
centrated on the ills which beset later life there 
should be material advances in the years ahead in 
life expectancy in mid-life and later.” At the tum 
of the century primary emphasis was on tuberculo- 
sis, pneumonia, communicable diseases of child- 
hood and accidents, while today deaths from these 
conditions have been greatly reduced in number and 
the chief concern now is over heart disease, cancer, 
accidents and cerebral hemorrhage. “As a result,” 
Dr. Dublin cites, “millions of people are now alive 
who would have been dead under the conditions 0! 
fifty years ago, and these survivors have added 


greatly to the size of our population, have increased 
continued on page 216 
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our productivity, and have strengthened the deien- 
sive power of the nation.” 


Additional Hospital Facilities 

The division of hospital facilities of the Federal 
Security Agency has reported that as of March |, 
three projects at a total cost of $3,080,426, includ- 
ing a federal contribution of $1,118,623, supplying 
236 additional beds, have been completed for Rhode 
Island under the provisions of the Hill-Burton hos- 
pital construction act. Now under construction are 
six projects at a total cost of $6,240,024, including 
federal aid amounting to $1,248,205, and designed 
to supply 159 additional beds. 


Fewer Medical School Applicants 


Continuing a three-year trend, the number of 
students applying for admission to the nation’s 
medical schools declined again this year according 
to the official study of 1952-53 applicants by the 
director of studies for the American Association of 
Medical Colleges. Results of the study as reported 
in the February issue of the Journal of MEDICAL 
EDUCATION show that some 3,150 fewer persons 
applied this year than in 1951-52, and some 7,600 
less than three years ago. The survey shows that 
the average pre-medical student applies to three or 
four schools, and one cautious student this year 
applied to 45 medical schools and was accepted by 
one, 


Financing Hospital Care 


Through a series of grass roots conferences hel 
in five regions of the nation, the Commission on the 
Financing of Hospital Care has determined the 
aspects most important for investigation as 1) de- 
termination of the elements of hospital costs an( 
means by which such costs may be held to a mir- 
imum; 2) the role of physician-hospital relation- 
ships as a factor in hospital costs ; 3) financing oi 
hospital care for non-wage and low income groups; 
and 4) the use of voluntary prepayment as a meats 
of meeting the costs of hospital care. The Commis 
sion, an independent non-governmental agency. 
was originally sponsored by the American Hospital 
Association “to study the costs of providing ade- 
quate hospital services and to determine the bes 
systems of payment for such services.” 


AMA Sessions in New York 


The return to New York City after an absence! 
thirteen years for the American Medical Associ 
tion annual sessions is certain to draw one of the 
largest attendances ever recorded for this majo 
assembly. The advance registration is already te 
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ported to be sizable. Physicians in Rhode Island 
who contemplate a visit to New York for the meet- 
ings should make hotel reservations immediately. 
The hotels adjacent to the Grand Central Palace 
where the technical and scientific exhibits will be 
housed will be in great demand. 


Providence Medical Golf Tournament 


The annual golf tournament and dinner of the 
Providence Medical Association has become one of 
the finest social events of the year for local physi- 
cians. The date for this year’s classic has been set 
for June 17. The place: the Rhode Island Country 
Club. 


Medical Officers Take Notice 


The article in March MEDICAL ECONOMICS rela- 
tive to coverage of medical officers who served with 
the armed forces for 18 months after September, 
1940, under the federal social security system, is 
must reading for all physician-veterans. If you 
haven't a copy of this issue you can read the article 
at the Medical Library. 








PHYSICIAN AVAILABLE 


For the months of July, August and Sep- 
tember to assist or relieve a Rhode Island 
physician. Practice limited to Internal 
Medicine or General Practice, without 
obstetrics. 


For details call 
EXECUTIVE OFFICE 
The Rhode Island Medical Society 

















FOR SALE 


Microscope—E. Leitz Wetzlar 


Obstetrical instruments 
Surgical instruments 


Small sterilizer 


Telephone HOpkins 1-5078 
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DISTRICT MEDICAL SOCIETY MEETINGS 





PAWTUCKET MEDICAL ASSOCIATION 


At the annual meeting of the Pawtucket Medical 
Association held March 19, 1953, at the Memorial 
Hospital, Pawtucket, the following slate of officers 
was elected: 

PRESIDEN T—Hrad H. Zolmian, M.D. 

VICE PRESIDENT—Harold A. Woodcoine, M.D. 
SECRETARY—Philip J. Lappin, M.D. 
TREASURER—James G. Chapman, M.D. 
COUNCILLOR—Ear! J. Mara, M.D. 


DELEGATES—Edwin F. Lovering, M.D., Adrien G. 
Tetreault, M.D., Henry E. Turner, M.D., Howard W. 


Umstead, M.D., Harold A. Woodcome, M.D. 


pe 


* 
23 
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Hrad H. Zolmian, M.D. 
President, 1953 


Pawtucket Medical Association 


PROVIDENCE MEDICAL ASSOCIATION 


A regular meeting of the Providence Medical 
Association was held at the Rhode Island Medical 
Society Library on Monday, March 2, 1953. The 
meeting was called to order by the President, Alfred 
L. Potter, M.D., at 8:30 p.m. 

The reading of the minutes of the previous meet- 
ing was omitted. 

The Secretary read an invitation from the Rhode 
Island Academy of General Practice to the mem- 
bers of the Association to attend a meeting to be 
conducted by the Academy of General Practice at 
the Medical Library on April 22, 1953. 

The President awarded membership certificates 
to Drs. Peter J. DiGiacomo, Melvyn Johnson, and 
Norman L. Loux, who had been elected to member- 
ship at the February meeting of the Association. 

Dr. Florence M. Ross read a tribute to the late 
Dr. Margaret S. Hardman which had been pre- 
pared by Dr. Ross and Dr. Lucy E. Bourn. 

The President introduced as the first speaker of 
the evening Dr. Louis K. Diamond, Associate Pro- 
fessor of Pediatrics, Harvard Medical School; 
Director of the Blood Bank and Research Hema- 
tology Laboratory, Children’s Medical Center, 
Boston, Massachusetts, who spoke on “The Indica- 
tions and Contra-Indications for the Use of Blood 
and Blood Fractions.” 

Dr. Diamond emphasized that whole blood trans- 
fusions in most instances was “shotgun’’ medicine. 
Whenever possible, the deficient blood fraction 
should be administered because whole blood con- 
tains many formed elements (RBC, WBC, plate- 
lets), plasma proteins with its 60 or more com- 
ponents, lipids, small molecules and water. The 
administration of whole blood with all its fractions 
is a waste of valuable secondary products of whole 
blood. 

Indications for transfusions of red blood cell 
mass are: 

1. Chronic anemia (e.g. nephritis). 

2. Subacute anemia. 

Transfusions of platelets in plasma in siliconed 
lined or plastic equipment is indicated in thrombo- 
cytopenic purpura. 

White blood cells have not been recovered in 


viable form but investigations to date indicate that 
continued on page 220 
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continued from page 218 
the time for white blood cell transfusions is not 
far off. 

Fibrinogen transfusions are indicated in congeni- 
tal absence of fibrinogen. In this condition, clotting 
never occurs and therefore clot does not sediment 
out. Dr. Diamond pointed out that there are no 
sensitivity reactions to fibrin or fibrinogen because 
itisa human product. The speaker listed the more 
common causes of secondary afibrogenimia as 
follows : 

1. Premature separation of placenta 

2. Spontaneous bleeding due to RH incom- 
patibility with death of fetus in utero 

3. Intravascular embolism 

He pointed out that the chief cause of uncon- 
trolled obstetrical hemorrhage is afibrogenimia. 
Whole blood transfusion alone is unsatisfactory in 
this general condition because of the dilution factor. 
The treatment of afibrogenimia consists of infusion 
of fibrinogen solution intravenously until peripheral 
blood clot is stabile and normal looking. 

Antihemophilic globulin (I*raction I—Cohn 0.8 
gm.) is of value in hemophilia but this fraction is 
difficult to process. 

The value of gamma globulin (immune serum 
globulin) has not been definitely established. Dr. 
Diamond indicated that 9 cc. of gamma globulin in 
a 12-year-old may lessen the likelihood of polio- 
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myelitis. He estimated that 2,000,000 units of 
gamma globulin would be needed for the summer 
of 1953 to meet the demands. 
Indications for gamma globulin treatment are : 
A. Deficiency of gamma globulin 
1. Congenital deficiency 
2. Acquired deficiency 
3. To prevent or modify a specific infection 
1. Measles 
2. (?) Poliomyelitis 
3. Hepatitis 
4. (?) German Measles 
He emphasized the danger of transfusion re- 
actions especially in cases where they are given 
unnecessarily or for cosmetic reasons. The most 
common reactions were listed as follows : 
Pyrogenic 
Allergic 
. Jaundice 
Infection 
. Air or gas injection 
». Hemolytic 
Homologous serum jaundice is probably the most 
dangerous of all transfusion reactions. Single 
bloods are without much danger. Large pools oi 
plasma or serum have a reaction rate of 4-7%. 
Indications for the use of the albumin fraction 
of whole blood were listed as follows: 
1. Hypoprotenemia 
Eczema 


homologous serum 


concluded on page 22) 
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0) 4emore efficient control of 
nausea and vomiting of. . . 


PREGNANCY 


MOTION 
SICKNESS 


RADIATION 
SICKNESS 


ANESTHESIA 


APOLAM INE 


Investigations prove that the antinausea drugs show a higher 

degree of effectiveness when given together. 

Apolamine is a balanced combination of effective antinausea agents 
for a more comprehensive four-point control of nausea and the 


vomiting reflex. 
PX te) 8-¥ 1]. CONTROLS THE CEREBRAL VOMITING CENTER 

With a gentle sedation that depresses the vomiting reflex and relieves 
the patient's nervousness. 
CONTROLS EXCESS PARASYMPATHETIC STIMULI 
Which give rise to salivation, gastric hypersecretion and, in turn, vomiting. 
HELPS TO CONTROL METABOLIC FUNCTIONAL IMBALANCES 

Provides the vitamins of the B complex which tend to reduce the incidence 


of nausea and vomiting. 


CONTROLS LOCAL GASTRIC IRRITATION 
Minimizes the nauseous reaction to various foods by decreasing the sensitivity 


of the mucosal lining of the stomach. 


Each tablet contains 15 mg. (1/4 grain) Luminal®, 
0.1 mg. (1/600 grain) atropine sulfate, 0.2 mg. 


(1/300 grain) scopolamine hydrobromide, 0.1 Gm. 
(1 1/2 grains) benzocaine, 4 mg. riboflavin, Duis Stare 
2.5 mg. pyridoxine HCI, and 25 mg. nicotinamide. 

New Yorx 18, N.Y. Winosor, Ont. 


Apolamine is supplied in bottles of 100 tablets. 


luminal, trademark reg. U.S. & Canada, brand of phenobarbital 
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2. Liver disease with hypoprotenemia 
3. Nephritis 
The meeting was adjourned at 10:15 p.m. 
Attendance was 104. 
Collation was served. 
Respectfully submitted, 
MicHakEt DiMato, M.p., Secretary 





BOOK REVIEWS 
OPERATING ROOM TECHNIC, by St. Mary’s 

Hospital, Rochester, Minnesota. WW. B. Saunders 

Company, Phil., 4th ed., 1952. $6.50 

In my opinion the Fourth Edition of Operating 
Room Technic of St. Mary’s Hospital. Rochester, 
Minnesota, is one of the best guides I have seen for 
the graduate as well as the student nurse who is 
interested in the Operating Room. 

The material is not only thoroughly and con- 
cisely covered but also very simply presented. 

I feel that this book is a must in every Nursing 
School library and Operating Room reference 
bookshelf. 

Dororuy L. Morrison 


GYNECOLOGIC AND OBSTETRIC PATH- 
OLOGY with Clinical and Endocrine Relations, 
by Emil Novak, A.B., M.D., F.A.C.S. W. B. 
Saunders Company, Phil., 1952. 3rd ed. $10.00 
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This is the third edition of one of the best known — 
and most extensively used textbooks in medicine ~ 
today. The present revision includes 595 pages and © 
630 carefully selected illustrations, 19 of which are ~ 
in color. 4 

The author is not only a superior clinician anda 
consummate surgeon, but also a recognized author- 7 
ity in this branch of pathology. } 

In all three editions Dr. Novak has been diligent ~ 
in describing the normal variations in the histology — 
of the various pelvic organs, and using these as — 
controls has clearly and systematically organized © 
and presented the benign and malignant departures — 
from the normal. For the first time a chapter is — 
included on Breast Diseases of Gynecologic Inter- 7 
est. He has also completely rewritten the chapters — 
on Carcinoma of the Cervix, Carcinoma-in-situ, | 
and Hydatidiform Mole and Chorionepithelioma — 
Malignum. d 

The skillful blending of the clinical and endoeti- 7 
nologic aspects of the various pathological entities ~ 
makes GYNECOLOGIC and OBSTETRICAL PATHOLOGY | 
compelling and absorbing reading. j 

As usual his bibliography is exhaustive and up 7 
to-date. His clever method of presentation, and —~ 
the obvious reflections of his knowledge and ex- 
perience are to be unreservedly recommended to all” 
who wish to consult the final authority in this spe 
cialized field: 

Henry C. McDvurr, Jr. 4 











EVERY MAN AND WOMAN SHOULD DRINK MORE 


Certified Milk 


BECAUSE 


The National Research Council recommends an increase 
in the minimum daily calcium intake for adults from 


eight-tenths of a gram to one gram. 


Ninety percent of your Calcium Intake is from Milk. 


GET THE BEST — GET CERTIFIED MILK 


Ask for it by name from your MILKMAN, in your GROCERY STORE and 
at your FAVORITE EATING PLACE 
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